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ABSTRACT
Breast Cancer Screening Behaviors and Beliefs in College Women
by
Leslie Ann Snyder
Dr. Marta Meana, Examination Committee Chair
Professor o f Psychology
University o f Nevada, Las Vegas
Despite recommendations by health professionals and the American Cancer
Society, few women perform breast self-examinations (BSE) or have clinical breast
examinations (CBE) on a regular basis. The current study used self-reports from 453
college women under 30 years of age to investigate factors that may influence breast
cancer screening behaviors. Examiners and non-examiners were compared on a series of
variables: 1) health beliefs and practices (personal risk estimates for breast cancer, risk
reduction expectancies, perceived susceptibility to breast cancer, perceived seriousness of
breast cancer, perceived benefits of BSE, perceived barriers to BSE, confidence in
performing BSE, general health motivation, the extent to which others influence breast
cancer screening behavior, and knowledge o f breast cancer and breast cancer screening
practices) and 2) psychological well-being (somatic amplification, general mental health,
optimism/pessimism, and social support). Results indicated that breast screening
behavior is related to 1) the perception o f benefits o f breast cancer screening; 2) reduced
perception of barriers to breast cancer screening; 3) higher risk reduction expectancies; 4)
the influence o f doctors and nurses; and 5) knowledge tests about breast cancer and breast
cancer screening. Psychological well-being variables were not related to screening
behavior.
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CHAPTER 1

INTRODUCTION
Breast cancer is the second leading cause o f cancer death among women in
America, killing an estimated 43,900 women in 1998 (Garfinkel & Stallman, 1997; Landis,
Murray, Bolden, & Wingo, 1998). One out of every eight women in America will be
diagnosed with breast cancer at some time in their lives and, since currently there is no
certain cure for the disease nor any known ways to prevent it, early detection is
considered the best way to decrease mortality in this population (American Cancer
Society, 1998; Wilcox, 1991). Despite recommendations by health professionals and a
substantial public health campaign promoting different types o f breast examinations,
women in the United States do not appear to be practicing the early detection methods
that could increase their odds of surviving breast cancer (Benedict, Coon, Hoomani, &
Holder, 1997; Craun & Deffenbacher, 1986; Erblich, Bovbjerg, & Valdimarsdottir, 2000;
Friedman, Webb, Weinberg, Lane, Cooper, & Woodruff, 1995; Giveon & Kahan, 2000;
Hailey, 1986; Katz, Meyers, & Walls, 1995; Kenney, Hovell, Newborn, & Elder, 1989;
Kuhns-Hastings, Brakey, Marshall, 1993; Lauver, Kane, Bodden, McNeel, & Smith,
1999; Mamon & Zappa, 1985, 1986; Oladepo & Adegoke, 1986; Ronis & Kaiser, 1989;
Ruda, Boucier, & Skiff 1992).
There are three methods of early detection: breast self-examination, clinical breast
examination (performed by a physician), and mammography. O f the three types o f early
detection methods, breast self-examination (BSE) is the most convenient, the least time
consuming, and involves no monetary cost. It is recommended that BSE be performed
by all women ages 20 and up on a monthly basis. To correctly perform this type of
1
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examination, a woman should look at her breasts in a mirror, learn what is normal for her,
and be able to notice changes that might occur. She should feel each breast for lumps,
discharge, or any other change that seems abnormal for her body. There are several
examination patterns that can be used to systematically determine if lumps have formed.
It is recommended that a woman check her breasts both standing up and lying down with
a pillow under the shoulder on the side o f the breast being examined. If changes are noted,
she should visit her health care provider as soon as possible. It is also recommended that
women see their health care providers on a yearly basis even if no irregularities are found
during their monthly BSE. Although BSE is highly recommended by physicians, is
convenient to perform without assistance, and can be performed in the privacy o f a
woman's home without equipment and without cost, many studies indicate that it is
performed regularly by less than 50% of women (Budden, 1995; Hailey, 1986; Katz et
al., 1995; Scheier & Carver, 1985). This figure is cause for concern, as malignant tumors
which could have been detected by BSE and treated early in the course o f the disease,
may go undetected for months, growing in size and often spreading to other areas. The
second early detection method for breast cancer is a Clinical Breast Examination (CBE).
This method is similar to the BSE, but is performed by a woman's health care provider
and is recommended on a yearly basis for women over 20 years o f age. It consists o f a
circular palpation o f the breast, which may alert the physician to irregularities which
should be more closely examined. The importance o f CBE is that it happens on a yearly
basis in a doctor's office and is conducted by a trained professional rather than the patient
herself. The third method o f detection for breast cancer is mammography. This is a type
of x-ray conducted at an imaging clinic and is considered the most sensitive detection
method for breast cancer today. It is recommended that women have mammography once
every two years from the ages of 40 to 50 years and then yearly after that. In addition to
its uses as a detection method, mammography is also utilized as a diagnostic tool, which
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means it is sophisticated enough to provide conclusive evidence as to whether or not a
tumor exists in the breast (McCool, Stone-Condry, & Bradford, 1998). The three
procedures listed above are recommended to women as effective detection methods for
breast cancer.
The concerning lack o f adherence to early detection strategies has led researchers
in a number of health disciplines (psychology, medicine, and nursing) to study the factors
that may be influencing this behavior. The goal of this research is to determine both
incentives and barriers to early detection in an attempt to develop public health efforts to
increase this important and potentially life-saving behavior.
A review o f the existing literature on women's decisions regarding breast cancer
screening behaviors follows and shows that although a number of studies have been
conducted, more research is needed to provide answers to questions about what
determines these behaviors. Correctly performing BSE on a regular monthly basis saves
lives, and although many intend to, a minority o f women take the advice of their
physicians and practice BSE. Clinical Breast Exams (CBE) and mammography also occur
less frequently than doctors recommend, and the reasons for this lack o f adherence are
also unclear. In 1999, a study o f 230 women ages 51-80 showed that 79% did not engage
in the monthly practice of BSE, one third had not had recommended yearly CBE, and
56% o f participants had not had mammograms as recommended (Lauver et al. 1999).
Another study discovered that only 36% of participants followed recommended
guidelines for BSE (Erblich, et al., 2000). In order to begin to understand why the
practice o f these screening behaviors is so low, it is necessary to examine the factors
which may affect breast cancer screening behavior. It is likely that women's attitudes,
beliefs, and fears about breast cancer, in addition to their personalities and more general
beliefs about life, play some role in their decisions about how frequently they engage in
this activity.
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Factors Affecting Breast Cancer Screening Behavior
Scientists have hypothesized that factors related to other protective health
behaviors may be similar to the ones at play in determining whether any one woman
engages in breast cancer screening behaviors. The Health Belief Model is a theoretical
model which is often used to explain many health behaviors and can be applied to breast
cancer screening (Becker, et al., 1977). The five factors o f the Health Belief Model have
been hypothesized to affect breast cancer screening behavior and are discussed in detail in
this section. These factors are: perceived susceptibility to the disease, perceived
seriousness of the disease, perceived benefits o f the behavior, perceived barriers to the
behavior, and exposure to cues. In addition to these Health Belief Model factors, several
others have been identified by researchers examining breast cancer screening behaviors.
Coping style, emotion, competence/training/self-efficacy, affordability/accessibility/race,
and physicians' influence have also been studied in the context o f breast cancer screening
and are addressed in this section.
Health Beliefs
Perceived susceptibilitv.
Perceived susceptibility refers to the degree to which a woman believes she is
personally at risk for developing breast cancer. Hailey (1987) examined a sample of
female college students' behaviors and attitudes toward breast self-examination. She
included only those students who were 20 years of age or older and analyzed
questionnaires from 230 respondents who were enrolled in undergraduate psychology
classes. The questionnaire was developed utilizing some o f the same questions as an indepth, semi-structured interview in previous research (Hailey, 1986). Participants were
divided into 2 groups: examiners and nonexaminers, and answered questions addressing
their reasons for practicing or not practicing BSE, and their ideas about what would
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change their habits. Results indicated that a greater degree o f worry about cancer was
positively associated with a greater likelihood o f BSE practice.
Not all researchers have found that perceived susceptibility to breast cancer
affects women's decisions to practice examinations. Ronis and Kaiser ( 1989)
administered questionnaires to female college students, 71% of whom were under 21
years of age. They addressed issues such as frequency o f BSE practice (past and
present), attitude toward BSE, beliefs about costs and benefits o f BSE practice,
knowledge about BSE, confidence in ability to perform BSE, social influences to perform
BSE, personal experiences related to breast cancer, and perceptions o f susceptibility to
and severity of breast cancer. Approximately half (51%) o f the participants exhibited
moderate perceived susceptibility to the disease. They found perceived susceptibility to
be only slightly related to BSE decisions, explaining only 24% of the variance.
In 1996, Savage and Clarke conducted telephone interviews addressing both BSE
and mammography with 85 Australian women, aged 50-70. They measured perceived
benefits o f the early detection of breast cancer, perceived barriers to mammography and
BSE, perceived susceptibility to breast cancer, concern about breast cancer, perceived
self-efficacy in BSE, social influence, previous health behaviors, access to screening, and
knowledge of mammography. Early detection was rated by 87% o f the women to be "an
extremely good thing" and an additional 11% more rated it as "quite a good thing." In
addition, 70% o f participants rated their chance of getting breast cancer at some time
(perceived susceptibility) as being about the same as that o f other women, and 12% rated
it as greater than that of other women. They discovered that perceived susceptibility was
a significant predictor of mammography intentions, but not o f BSE intentions.
Similarly, in a study comparing the BSE practices of nursing majors to non
nursing majors, researchers did not find a statistically significant relationship between
perceived susceptibility and BSE fi-equency (Ruda et al., 1992). They compared 59
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female senior nursing students to 55 female non-nursing students on Health Belief Model
factors. They found no differences between nursing and non-nursing students with regard
to their perceived susceptibility to breast cancer and perceived benefits o f BSE. Nursing
students were, however, found to be more knowledgeable about breast cancer than non
nursing students. Frequency o f BSE was not found to be significantly related to
perceived susceptibility, knowledge about breast cancer, or perceived benefits o f BSE.
Perceived seriousness.
In addition to perceived susceptibility to cancer, perceived seriousness o f the
disease has been hypothesized to influence decisions about protective health practices.
Few studies, however, have addressed perceived seriousness as a factor influencing breast
screening practices. One such study (Foxall, Barron, & Houfek, 1998) compared 32
Afncan American nurses with 78 Caucasian nurses, 19 years of age or older, on BSE
practice and health beliefs. Questionnaires assessing BSE proficiency and frequency were
utilized and no differences were found between the groups' BSE frequency and
proficiency. Perceived seriousness was inversely related to BSE frequency and
proficiency in the Caucasian nurses, but not in the African American nurses. Thus, in
this study, the perception of the seriousness o f breast cancer seemed to influence one
group's BSE behavior. The more serious the disease was perceived, the less likely that
BSE was performed in one group.
Another study which addressed mammography behavior and perceived
seriousness o f breast cancer was conducted on 556 participants who were 31-83 years of
age (Fuller, McDermott, Roetzheim, & Marty, 1992). A survey including 29 statements
with five-point scale answers ranging from "strongly disagree" to "strongly agree" was
administered to participants. Women who reported that they participated in
mammography screening were compared to women who reported that they did not
participate in mammography screening. Although no statistically significant differences
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were found between women who scheduled mammography screening and those who did
not with regard to the 29 beliefs examined, results indicated that among all respondents,
perceived seriousness contributed to 12.8% o f the total variance in mammography
practice, and among women who participated in mammography screening alone, perceived
seriousness accounted for 11.3% of the variance. These results suggest that perceived
seriousness is not a very significant factor in a woman's decision to undergo
mammography.
Perceived benefits.
Another health belief linked to higher frequency rates o f BSE practice in college
students is the perceived benefits o f BSE practice. In Hailey's study o f 230 college
students, participants were classified as examiners and nonexaminers based on their
reported BSE frequency (1987). Examiners answered a survey in which they were asked
to choose their first, second, and third most important reasons for practicing BSE from a
list of six possible responses. For over 90% of the examiners, realizing the importance of
early detection was listed as one o f the three reasons for practicing BSE. Early detection
was reported to be the most frequently reported perceived benefit of BSE and likely
contributed to these women's decisions to practice BSE.
A study of 690 female students between the ages o f 15 and 29 in Nigeria used
questionnaires to investigate BSE habits and beliefs o f women (Oladepo & Adegoke,
1996). Results indicated that only 21.6% o f participants reported never practicing BSE
and that a majority o f them believed in several perceived benefits of BSE, including a
belief that it is possible to cure breast cancer (62%), that BSE makes it possible to detect
breast cancer in its early stages (86.4%), and that early detection o f breast cancer
improves chances that it will be cured (91.8%). These results suggest that there are many
perceived benefits o f practicing BSE, even though they do not always seem to affect BSE
frequency.
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Perceived benefits are also important in mammography frequency. A study
investigating racial, income, and educational influences on mammography adherence
suggested that perceived benefits were a significant predictor o f mammography screening
for Caucasian women, but not for Afncan American women (Miller & Champion, 1997).
The sample included church women over 50 years o f age and was 78% Caucasian and
22% African American. Surveys addressed attitudes and knowledge o f breast cancer and
mammography and included scales ranging from "strongly agree" to "strongly disagree"
for answers. The subscales were similar to the ones used in our research and, among
others, included knowledge, perceived susceptibility, and benefits. Regarding
participants' self reports as to whether or not they had ever had a mammogram, and
whether or not they adhered to mammography recommendations for three years,
perceived benefits was predictive of mammography screening for Caucasian women, but
not for African American women. These results suggest that perceived benefits can be a
factor in women's decision-making process regarding breast cancer screening, although
findings are not consistent.
Perceived barriers.
Another factor in the health belief model believed to be associated with decision
making regarding breast cancer screening is barriers to the behavior, factors considered to
be real obstacles to the behavior. In a study conducted by Erblich et al. (1999), women
were classified as "regular performers" (those who met the recommended guidelines for
performing BSE), "underperformers", and "overperformers." The mean age of the 135
women who participated in the study was approximately 42 years old. Participants
completed several questionnaires addressing health beliefs, and psychological variables,
such as mood disturbance, intrusive thoughts, and emotional states during BSE practice.
Results indicated that perceived barriers to BSE and confidence in BSE performance were
related to BSE frequency. That is, regular performers and overperformers scored lower
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on the perceived barriers scale than underperformers. Erblich et al. (1999) found that
perceived risk and benefits to BSE practice were not related to BSE frequency. This
evidence suggests that perceived barriers to performing breast cancer screening may affect
screening frequency.
A cross-cultural study o f 206 female students (76% Asian and 24% Caucasian)
revealed that inhibition regarding sexual issues was a significant barrier o f BSE
performance (Tang, Solomon, Yeh, & Worden, 1999). Researchers administered surveys
which addressed breast and cervical cancer screening behavior, an acculturation scale, and
cultural barriers (modesty; openness around sexuality; communication with mother about
gynecological health, screening, and sexuality; crisis versus prevention orientation;
modeling of mother's screening behavior; and utilization o f Eastern versus Western
medicine) to a group of Asian and Caucasian women after a university meeting. Betweengroup analyses revealed that Caucasian women were twice as likely as Asian women to
have ever performed BSE. Within-group analyses indicated that the Asian women who
were more open about their own sexuality were more likely to have practiced BSE. These
results suggest that cultural barriers such as a lack o f openness around sexuality in Asian
cultures are significant factors which may affect women's decisions to engage in breast
cancer screening behaviors.
In a study on differences between African American nurses and Caucasian nurses,
researchers found barriers to be significantly related to BSE frequency and proficiency for
the Afncan American women in the study only (Foxall et al., 1998). The participants in
this study included 32 African American nurses and 78 Caucasian nurses who were 19
years of age or older. Data included self-reports o f BSE fi-equency and proficiency as
well as various health beliefs in the categories o f susceptibility to breast cancer,
seriousness of breast cancer, barriers to BSE, confidence in performing BSE, and general
health motivation. Results indicated no significant differences between African American
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nurses and Caucasian nurses with regard to BSE frequency and proficiency. Afncan
American nurses were found to be more confident than Caucasian nurses about doing BSE
and were more likely to consider BSE as beneficial. Caucasian nurses perceived
significantly more barriers to BSE than African American nurses and perceived barriers
were predictive of BSE frequency and proficiency for African American nurses. That is,
BSE frequency and proficiency was inversely related to perceived barriers in the African
American nurses. These results support the idea that barriers may influence women's
breast cancer screening behaviors.
Exposure to cues.
Much o f the literature on breast cancer screening behaviors has focused on
exposure to cues and its influence on women's decisions to perform recommended
screening. A cue is something which causes a person to think about the action and serves
as a reminder to perform it (Benedict et al., 1997). In a study o f 54 adult daughters of
women with breast cancer, 52% o f participants reported that they practiced BSE at least
monthly, and nearly 76% of participants reported yearly CBE. Researchers found that
participants' conversations with their mothers acted as a cue to action in this context,
increasing frequency o f BSE. Talking to their mothers about breast cancer, however, was
not significantly related to CBE frequency. Participants' fear o f breast cancer was
significantly related to BSE frequency, while perceived susceptibility was not. These
findings suggest that cues to action, such as conversations about breast cancer may be
significant factors in women's decisions to practice some forms o f breast cancer screening.
In a 2 (postcard/no postcard) x 2 (self-management/no self-management)
experimental design, Grady, Kegeles, and Lund (1982) found that simple, inexpensive
reminders such as postcards made a significant difference in BSE frequency, suggesting
that exposure to cues is an important factor influencing women's breast cancer screening
behavior. Participants in the self-management condition were given calendars and stickers
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to help remind them of when they were supposed to do their breast exams. Those in the
no-self-management condition were given the same instructions as the self-management
group, but were not given the aid o f the calendar and stickers. Those women in the post
card condition received a post card with the project logo "Keep-in-Touch" printed on it
once a month at approximately the right time for BSE. Baseline frequency o f BSE was
determined via retrospective self-report for a period of six months before the experiment
and then twice again during the experiment, and six months after the experiment.
Frequency o f BSE practice among all participants increased from 15% to 70% from pre
experiment to during the experiment. In addition, the quality o f BSE practice was
measured using a checklist o f observable behaviors in a correctly performed BSE and
increased overall from 29% self-efficacy in the reported figures before the experiment
began, to 73% competence in the observed techniques at the end of the program. Results
indicated that post cards were significantly related to higher BSE frequency, whereas the
self-management system was not significantly related to BSE frequency. These results
suggest that reminders which are inexpensive and relatively simple can be effective cues
which increase women's performance o f a monthly BSE.
College women appear to be influenced by exposure to cues to perform breast
cancer screening. For instance, in Hailey's (1987) study, over 86% of non-examiners
indicated that not remembering to do BSE was one of their three reasons for not
performing the examination. She also discovered that more than 54% o f non-examiner
respondents indicated that if they were reminded to do it; they would be more likely to
practice BSE.
In a similar study of 178 college students on both testicular cancer and breast
cancer screening behaviors, only one-third of the women reported regular BSE practice,
even though 98% o f the women were aware o f BSE and mammography (Katz et al.,
1995). The reason most often cited by women for their lack o f practice was
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forgetfulness, which was cited by 26% o f female participants. Perceived knowledge (as
opposed to actual knowledge) of cancer and fear o f cancer were both found to be
significantly related to regular BSE performance, as well.
In addition, Mamon and Zapka (1986) conducted fixed-format telephone
interviews to demonstrate that exposure to messages about breast cancer are positively
related to BSE frequency. Participants were female undergraduates and graduates with
ages ranging from 17 to 45 years o f age. They were divided into four categories based on
their frequency of BSE performance. These groups were as follows: never performed
BSE, have performed BSE but not in the past 6 months, performed BSE within the last
six months but less than once a month, and perform BSE currently and regularly. Results
indicated that, among undergraduates, exposure to messages through the media, health care
providers, or other educational mechanisms regarding breast cancer was positively related
to BSE frequency. It appears, therefore, that exposure to cues about breast cancer
screening is an important factor which may significantly influence women's BSE
frequency.
Similarly, another experiment by Craun and Deffenbacher (1986), in which
participants were mailed monthly reminders to practice BSE led to conclusions that
prompting was an effective means o f increasing BSE; that is, as cues increased, so did
BSE frequency. Subjects included 227 female college students who completed four
assessments including topics such as: breast cancer knowledge, BSE knowledge, attitudes
(including perceived susceptibility, seriousness, benefits, etc.), cues associated with BSE,
and frequency of BSE practice. Participants were assessed four times: prior to the study,
one month after the intervention, three months after the intervention, and six months after
the intervention. Eight treatment groups were designed by all possible combinations of
the following training format variables: information (a lecture describing breast cancer and
BSE), demonstration (a demonstration o f BSE on a mannequin, followed by guided
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practice on the mannequin), and prompt (a pamphlet explaining BSE, and monthly
reminders to practice BSE at the beginning o f each month). At pretest, variables which
were significantly correlated with frequency o f exams included cues, confidence, exam
knowledge, lack of anxiety, and susceptibility. Similar to the study conducted by Grady
et al. (1982), Craun and Deffenbacher (1986) found that prior to the project, only 19% o f
all participants reported monthly BSE practice, while at the six-month follow-up, 59%
were reporting monthly BSE practice. Knowledge also increased between the pretest and
6-month follow-up measures over the entire sample. Participants in the prompt
conditions performed significantly more examinations than those in the non-prompt
conditions at post-treatment, 3-month, and 6-month testing. Results o f this study
indicated that cues to action and confidence were consistent predictors o f BSE frequency.
These results indicate that, as other studies have suggested, frequent and salient prompts
should be used to increase the frequency o f BSE practice.
Coping Stvle
In addition to health beliefs, coping style has been studied in the context o f breast
cancer screening behaviors. First, Millar and Millar (1993) examined 69 female college
students by classifying them as either sensitizers (who tend to cope with a threat by
utilizing intellectualization, obsessiveness, and rumination) or repressors (who tend to
cope with a threat by utilizing denial and rationalization to avoid it), inducing affective or
cognitive attitude orientations, presenting either informational or emotional messages, and
measuring their attitudes and intentions to perform BSE. Affective and cognitive attitude
orientations were manipulated by instructing participants to either think about how they
felt when thinking about or performing BSE (affective), or to think about their reasons for
liking or disliking BSE (cognitive). Once the attitude orientations were manipulated,
participants received either emotional or informational messages encouraging the
performance o f BSE. Researchers then examined participants' attitudes and intentions to
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perform BSE in the future. Repressors were found to be more accepting o f messages that
did not match the way they were previously thinking, whereas, sensitizers were more
likely to accept messages which matched the way they were previously thinking about
BSE. Also, repressors tended to indicate intentions to perform BSE in the future if they
had an affective attitude rather than a cognitive one. Finally, repressors agreed more with
the emotional messages that were presented to them, whereas coping style did not seem
to affect agreement with informational messages. The complex relationships among
coping style, attitude, and message type were examined and the hypothesis that
differences in these variables produce different intentions for breast cancer screening
behavior was supported.
Another such study examined coping style, health beliefs, and BSE practice by
categorizing participants as repressors, true low anxious, true high anxious, and defensive
high anxious women (Barron, Houfek, & Foxall, 1997). Using a sample of 269 women
over the age o f 19, Barron et al. (1997) administered the following 3 questionnaires; BSE
Frequency/Proficiency Questionnaire, Health Belief Model Scale, and Coping Style.
Women were divided into four categories o f coping style, based on their scores on the
questionnaires. Repressors are defined as reporting low anxiety due to defensive coping,
true high anxious people have high anxiety without defensiveness, defensive high anxious
people have high trait anxiety despite the use o f defensiveness, and true low anxious
people have low anxiety without defensiveness. Using this data, results indicated that
coping style could predict BSE practice. Repressors and defensive high anxious women
reported more frequent BSE practice than true high anxious and true low anxious women.
Researchers concluded that a defensive coping style may help women cope with BSE
performance by influencing their health beliefs, which in turn may influence breast cancer
screening behaviors.
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Emotion
In addition to health beliefs and coping style, many researchers believe that
emotion plays a role in BSE frequency and in 1997 Millar conducted a study addressing
this subject. The sample for this study consisted o f 140 women from a university and
the surrounding community, whose ages ranged from 18 to 74 years, with an average age
of 30 years. Researchers instructed participants to imagine performing BSE and note
their reactions to the behavior. They were then asked to write the first seven responses
that came to mind when thinking about performing BSE. Once the responses were
written, subjects were asked to rate them with a (+), (-), or (0) sign to show whether each
response was positive, negative, or neutral. After writing and rating responses,
participants reported how they were currently feeling, using a scale which had three
bipolar adjective word pairs. Another scale was used to measure HBM variables, BSE
knowledge, and BSE frequency. Participants also completed self-report measures o f BSE
frequency both before and three months after the experiment. Millar found that
emotional reactions to BSE and HBM variables together more strongly predicted selfreported BSE behavior and future intentions to perform BSE than HBM variables alone.
This evidence provides support for the idea that emotion is a factor in breast cancer
screening behavior.
Fear is a specific emotion which can be associated with BSE and other screening
behaviors because if a lump is discovered, a woman may have to face her own mortality.
In the Benedict et al. (1997) study o f adult daughters o f women with breast cancer, for
instance, fear o f breast cancer was inversely related to BSE frequency, but was not related
to CBE frequency. This finding is important because it highlights the dramatic effect fear
may have on a woman's motivation to perform BSE at home, even though she still makes
the decision to visit her doctor each year. It is still unclear, however, whether, and to
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what extent, these emotions affect women who do not have a higher risk for breast cancer
than women in the general population.
Competence/T raining/Self-Efficacv
Much of the literature on breast cancer screening emphasizes a factor of
competence, training, and/or self-efficacy. Many studies have examined the effects
training programs and education have on women with regard to their breast cancer
screening practices. Many researchers agree that these factors are related to BSE
frequency as well as other protective health practices (Kuhns-Hastings et al., 1993,
Mamon & Zapka, 1985, Street, Van Order, Bramson, & Manning, 1998). For example, a
quasi-experimental study of rural women examined respondents' knowledge o f breast
cancer items before and after participation in an educational class (Kuhns-Hastings et al.,
1993). The participants in the experimental class were exposed to an extensive multimedia presentation, while the comparison group only received a presentation of
information from a single brochure. Identical knowledge tests were given to each group as
a pretest, post test, and 3-month follow-up test, with the exception o f 3 additional
questions added to the follow-up test. Results o f this study indicate significant gains in
knowledge for both groups o f women from pretest to post test administrations. In
addition, both groups seemed to have retained the information three months later, on the
follow-up test. Over 78% o f the experimental group and over 76% o f the comparison
group reported that they had been checking their breasts more frequently than they were
before the class. In addition, 100% o f the experimental group and nearly 96% o f the
comparison group responded that they felt more confident in checking their breasts.
These findings suggest that training and education increase knowledge as well as selfefficacy, which in turn, may increase BSE frequency. In addition, the BSE training does
not need to be expensive or complex in order to be effective.
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A similar study o f 108 women ages 40 to 70 years suggested that education
influences breast cancer screening, no matter what type o f media is used to convey the
message (Street et al., 1998). This study presented two different educational classes to
two randomly assigned groups, with pretest and post test measures taken for each group
on perceived importance, knowledge, and anxiety measures. The two types of
educational classes were: presentation o f an interactive multimedia program, and the
reading o f a single brochure. Scores improved on all three areas o f the post test for both
groups of women.
Education programs aimed at increasing and improving BSE procedures in college
women have also been investigated. For instance, Mamon and Zapka's (1985) study of
1,682 female college students measured frequency and proficiency o f BSE before and six
months after a group education session which was conducted in classroom and workshop
settings. Pretest and posttest measures indicated an increase in BSE performance o f 26%
as well as a 22% increase in BSE proficiency after the educational intervention. These
results suggest that education about breast cancer, and specifically how to perform BSE,
can influence women's attitudes regarding breast cancer screening procedures, as well as
their breast cancer screening behaviors.
Affordabilitv/Accessibilitv/Race
Important, though often overlooked, factors influencing women's decisions to
participate in breast cancer screening behaviors are affordability, accessibility and race.
One 1995 study investigated the breast cancer screening attitudes and knowledge o f breast
cancer screening practices of 1,545 women in a rural setting (Gardiner, Mullan,
Rosenman, Zhu, & Swanson, 1995). Not surprisingly, researchers found that age,
education, and insurance coverage were all significantly related to frequency of
mammography utilization in the population. Women with education above the high
school level were far more likely than women who had not completed high school to have
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received mammography. Women who reported having insurance which covered
mammography screening costs were more likely to have undergone mammography.
Although older women (ages 50-64) were more likely than women in the 40-49 year age
group to have ever received mammography screening, the younger women (40-49) were
more likely than women over 75 years o f age to report regular use of mammography.
Also, women whose annual household incomes were greater than $25,000 were more
likely than women whose annual household income was less than $25,000 to have had
mammography screening during the past year.
In a study of 119 women, aged 51 to 80, who had not had mammograms in the
past 13 months, telephone interviews were conducted to investigate mood states,
attitudes toward mammography, barriers to mammography, and self-reports of
mammography, CBE, and BSE behavior in the recent past (Lauver et al. 1999).
Significant variables in determining mammography and CBE behavior were affect, barriers,
prior history of breast problems, and race. The variables which were significantly related
to BSE were; history o f breast biopsy, family history of breast cancer, beliefs about
screening and cancer, and prior instruction in BSE. Lauver et al. also found private
insurance coverage and race to be related to mammography utilization during the last year.
These results indicate that external barriers such as affordability and accessibility to
screening are crucial factors in breast cancer screening behavior.
In another study, researchers examined data from 259 women over the age o f 50
who were employees at a hospital (Friedman, Webb, Weinberg, Lan, Cooper, &
Woodruff, 1995). Measures assessing breast cancer screening behaviors and health
beliefs were included in the data collection. They examined racial differences in all three
breast cancer screening behaviors, and found that Hispanics were more likely than African
Americans to have had mammography screening in the past year. In the same study, both
Caucasians and Hispanics were more likely to have had CBE in the past year as well.
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Conversely, however, they also found that Caucasian women were less likely to have
performed regular BSE than were Hispanic and African American women. In another
study o f 82 female medical employees who were at least 35 years o f age, researchers
found that Caucasian women were less likely to comply with mammography referral than
other racial groups (Hyman, Baker, Ephraim, Moadel, & Philip, 1994). These findings
suggest that race, in addition to accessibility and affordability are important factors in
determining women's breast cancer screening behaviors.
Phvsician Recommendations
The role of health professionals should be examined closely, as they are the
people women often look to as a trusted source of health knowledge and advice. One
example of the dramatic effect physicians can have on their patients' decisions is
illustrated by a study of patients who either received an intervention by their physician
or did not receive one (Giveon & Kahan, 2000). The intervention consisted of the
physician explaining the importance of early breast cancer detection and assisting them in
scheduling an appointment for the recommended screening. Results indicated that a
significantly greater change in behavior was manifested in the intervention group than in
the control group. In addition, 85% o f the patients who changed their behavior indicated
they did so mainly due to the physician's advice. In Hailey's (1987) study of 230 college
women, 35% of respondents indicated physicians as the source where they learned about
BSE. Physicians were the most commonly cited source, followed by print media as the
second most common source (27%) and then other health professionals (11%).
In accordance with these findings, as well as his own, Becker et al. (1977), who
did much of the general research on the Health Behavior Model, suggest that professionals
in the field of health care should take greater responsibility for their role o f educating
patients, and should view client education as an important activity. They further
recommend that a greater emphasis on behavioral science perspectives should be routinely
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included in health care professional training programs. If these perspectives were
included in training, it is possible that physicians and nurses would not underestimate the
influence they have on their patients' decisions about whether or not to engage in various
protective health measures, including breast cancer screening, such as BSE.

Summary
Previous research has indicated that Health Belief Model factors such as perceived
benefits, perceived barriers, and exposure to cues may influence women's breast cancer
screening decisions. Although perceived susceptibility and perceived seriousness may
also affect women's decisions, previous studies examining these factors have not shown a
strong link with breast cancer screening behavior. In addition to the factors of the Health
Belief Model, several other factors appear to be possible influences on women with
regard to breast health. Coping style, emotion, competence/training/self-efficacy,
affordability/accessibility/race, and physician recommendations are all factors which have
been linked to breast cancer screening behaviors and beliefs in women.

Current Study
The purposes of the present study were to investigate and describe the breast
cancer screening practices of college women and, more importantly, to investigate factors
that may influence this behavior by comparing examiners and non-examiners on a series of
variables hypothesized to be influential in the literature. We chose to focus on two broad
categories of variables. The first broad category consisted of variables directly inquiring
about health. These were perceived susceptibility to the disease, perceived seriousness of
the disease, perceived benefits of breast cancer screening, perceived barriers to breast
cancer screening, confidence in performing BSE, general health motivation, risk reduction
expectancies, influence of others, and knowledge o f breast cancer and breast cancer
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screening practices. The second category was that o f psychological well-being,
specifically; life orientation (optimism), somatic amplification (preoccupation with
somatic concerns), general mental health (anxiety, depression, etc.), and social support.
Based on the findings indicated by our literature search, our hypotheses were that
examiners would 1) be more likely than non-examiners to perceive benefits o f and less
likely to perceive barriers to breast cancer screening, 2) experience higher risk reduction
expectancies (extent to which individual believes that risk o f mortality is reduced by BSE)
than non-examiners, 3) be more likely to report that doctors and nurses influence them
regarding breast health, and 4) would score Wgher than non-examiners on knowledge tests
about breast cancer and breast cancer screening. Our investigation into general
psychological well-being variables was exploratory and we had no hypotheses regarding
these measures.
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CHAPTER 2

M ETHOD
Participants
Participants included 476 female college students enrolled in introductory
psychology classes at a medium sized university in the southwest United States. Four
hundred fifty-three students (M age =19.38 years; SD = 2.30 years) who completed
questionnaires were under the age o f 30, and were used in the analyses. The women
received required research credits for their participation in the study.
Measures
The assessment measures for the current study were a compilation o f several
psychometrically valid scales designed to gather information about various beliefs and
attitudes regarding a person's health. Some scales refer specifically to breast health habits
and beliefs, while others inquire about more general health issues. The measures included
in the questionnaire packet for the current study are as follows: 1) A short demographics
questionnaire including questions about age, marital status, educational background,
general health, and breast health history; 2) The Risk Adaptation Scale (Irvine & Ritvo,
1994), which assesses risk and risk reduction expectancies with respect to a specific
health risk (i.e. breast cancer). The scale contains four questions regarding personal risk
estimates for the disease (e.g.. Compared to the average person o f your age and sex, how
likely are you to develop breast cancer at some time?) and four questions about risk
reduction expectancies, or beliefs that risk can be reduced by engaging in certain behaviors
(e.g., How much can your risk be reduced by following your doctor's advice about cancer
screening and prevention?); 3)The Somatic Amplification Scale (Barsky, Goodson, Lane,
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and Cleary, 1988), which is a reliable and valid measure consisting o f eleven items
regarding sensitivity to somatic cues (e.g.. When someone else coughs, it makes me cough,
too). Participants indicate extent o f agreement with each statement by choosing a
numerical rating o f one through five, with possible answers ranging from "not true at all"
to "extremely true." This scale is utilized to determine a person's tendency to be vigilant
of her own bodily sensations; 4) Breast Cancer Screening Beliefs Instrument (Champion,
1993) which is a psychometrically valid instrument based on the Health Belief Model and
used widely in studies on breast health beliefs and practices. This measure consists of ten
sub-scales: a) confidence in performing BSE, b) general health motivation, c) perceived
benefits of mammography, d) perceived barriers to mammography, e) perceived
susceptibility to breast cancer, f) perceived seriousness o f breast cancer, g) perceived
benefits of BSE, h) perceived barriers to BSE, i) influence of others in relation to breast
health, and j) knowledge of breast cancer and breast cancer screening. The scales o f the
questionnaire have high internal consistency - ranging from oo = .75 to .93 - and good testretest reliability, based on computer correlation coefficients ranging from r = .45 to .70.
The questioinnaire also has predictive validity as the attitude scales correlate highly with
breast cancer screening behavior. Each sub-scale consists of a series o f statements to
which participants must respond with a degree o f agreement in the form o f a 5-point
Likert scale rating ranging from "strongly agree" to "strongly disagree." The influence
sub-scale consists o f a rating ranging from "no influence" to "strongly influence" according
to how much each person influences the participant in relation to her breast health. This
variable was examined categorically as no influence or some influence. The knowledge
sub-scale contains 18 multiple choice questions about breast cancer and breast cancer
screening and is used to gain information about a participant's overall knowledge about
these topics; 5) The Social Relationship Scale (McFarlane, 1981) which is a well-tested
measure, assesses the extent of a person's social relationship network and its perceived
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helpfulness in minimizing negative effects o f life stresses on health. The participant
writes the initials of people she confides in, each person’s relationship to her, and rates
each person on the helpfulness a discussion with them yields, and also rates each person's
degree o f reciprocity or the likelihood that each person would come to her to discuss his
or her personal issues with her. Eight possible relationships may be mentioned and the
rating for helpfulness of discussions is presented on a 7-point Likert scale which ranges
from "makes things a lot worse" to "helps things a lot". The scale has good test-retest
reliability, with correlations ranging from r = .62 to .99 with a median of .91; 6) The
Mental Health Inventory (Veit & Ware, 1983) is a psychometrically valid, 38-item scale
which measures psychological distress in general populations. This well-tested measure
contains 18 questions with 6-point Likert scale answers ranging from "all of the time" to
"none o f the time" (e.g.. Have you been a very nervous person?). An abbreviated version
o f this measure is utilized in the current study; 7) The Life Orientation Test (Scheier &
Carver, 1985) which is a valid and reliable instrument containing 13 questions designed to
measure dispositional optimism in terms o f generalized outcome expectancies and utilizes
a 5-point Likert scale with answers ranging from "I disagree a lot" to "I agree a lot" (e.g..
In uncertain times, I usually expect the best).
Procedure
Participants were recruited using a bulletin board in the hallway o f a medium-sized
university. Those who signed up for the study were allowed to participate for required
credit in undergraduate psychology classes. Upon entering the classroom at the time
scheduled for the study, students were asked to respond to a questionnaire packet. They
were told that the questionnaire was designed to provide information regarding health
behavior and attitudes about certain health issues. They were assured that their answers
would remain anonymous and confidential, and research assistants were present during
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the entire session to help if participants had questions. Most questionnaire packets were
completed within an hour.
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CHAPTER 3

RESULTS
Sample Characteristics
The sample consisted o f 453 college women ranging in age from 17 to 29 years (M
= 19.38, SD = 2.30) and was largely single (90%) with no children (97%). Nearly 91% of
respondents described their overall health as excellent or good. An overwhelming
majority of participants reported having a mother who has never had, and does not
presently have breast cancer (96%). More than 57% percent o f subjects reported having
performed at least one BSE and 51% reported having had at least one CBE in their lives.
When asked about how often they perform breast exams, over 38% o f respondents
reported having CBE yearly as recommended, but only 17% reported performing BSE on
the recommended monthly basis. In women reporting having performed BSE at some
point, the mean number of BSE performed per year was 10.84 (SD = 2.84). In women
reporting having had CBE at least once, the mean number of CBE per year reported was
1.16(SD = .53).
Demographic Differences Between Examiners and Non-examiners
For the purpose of this study a participant was considered a BSE examiner if she
had performed at least one BSE and a CBE examiner if she had had at least one CBE in her
lifetime. The literature traditionally considers screening practice a categorical variable as
the reliability of self-report on the number o f BSE and CBE performed is considered low.
A one-way ANOVA was performed to determine whether examiners and non-examiners
differed in age. BSE examiners were significantly older (F(l, 446) = 7.31, p < .01) as were
CBE examiners (F(l, 447) = 26.26, p < .01). Chi-square tests showed that married
26
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women were more likely to have performed BSE (%^(1, N=448) = 8.86, p < .01) and CBE
(X^(l, N=449) = 12.83, p < .001). Chi-square tests also indicated that more CBE
examiners had mothers diagnosed with breast cancer than CBE non-examiners (x^(l,
N=443) = 4.11, p < .05), although no such difference was found for BSE behavior.
Because of the significant difference in age between examiners and non-examiners,
analyses of continuous dependent measures used age as a covariate.
Risk adaptation.
No significant differences were found between college women who actively
screened and those who did not in terms o f the scales o f four questions each relating to 1)
their risk estimates for breast cancer (i.e., how much they believe they are likely to be
diagnosed with the disease at some time in their lives), and 2) their risk reduction
expectancies (i.e., how likely they are to believe that BSE and CBE will help reduce their
risk of dying fi-om breast cancer).
Breast health beliefs.
BSE and CBE examiners, compared to BSE and CBE non-examiners reported more
confidence performing BSE, a higher motivation to engage in general health behaviors,
more benefits to performing BSE, as well as fewer barriers to performing BSE (see Table
1 for the means, strandard deviations, and analyses o f covariance results for breast cancer
screening beliefs). The groups did not differ in their perception o f the seriousness of
breast cancer nor of their own susceptibility to breast cancer.
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Table 1.
Means. Standard Deviations, and Analysis o f Covariance ( ANCOVAl Results for Breast
Cancer Screening Beliefs
Examiners
M
SD

Non-examiners
M
SD

ANCOVA
F

df

partial q -

Confidence in Performing BSE
BSE

36.4

7.17

26.7

8.94

155.60***

1,441 .26

CBE

35.2

8.70

29.3

8.94

43.93***

1,443 .09

General Health Motivation
BSE

28.0

5.10

26.4

5.38

7.99**

1,445 .02

CBE

28.6

5.25

26.0

4.95

20.29***

1,446 .04

Breast Cancer Susceptibility
BSE

11.1

4.22

10.4

3.88

3.66

1.446

.01

CBE

11.0

4.10

10.6

4.03

2.03

1.447

.00

Breast Cancer Seriousness
BSE

20.8

4.87

20.9

4.75

.01

1.447

.00

CBE

20.7

4.85

21.0

4.80

.27

1.447

.00

BSE

22.3

3.18

21.1

3.95

11.07**

1.442

.03

CBE

22.2

3.53

21.4

3.56

4.83*

1.442

.01

BSE

11.1

3.67

12.9

4.47

19.14***

1,446

.04

CBE

11.0

3.78

12.7

4.26

17.26***

1,447

.04

Benefits o f BSE

Barriers to BSE

*E.<05. **a<01. ***£<001.
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Influence o f others on breast cancer screening behavior.
Chi-square tests were performed on the influence portion of Champion’s Breast
Cancer Screening Beliefs Instrument (1993) and with alpha set at .05, both BSE and CBE
examiners were significantly more influenced by doctors and nurses than were non
examiners. These findings are presented in Table 2. There were no between-group
differences between examiners and non-examiners regarding the influence o f close friends,
children, partners, or mothers on screening behavior.
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Table 2.

People on Screening Behavior
BSE Non-examiners

BSE Examiners

Person

(n = 186)

(11 = 262)

Partner

40

60

.16

M other

101

161

1.92

19

28

.06

Doctor

103

178

7.59**

Nurse

74

146

10.28**

Close Friends

59

103

Children

2.58

Number of CBE Examiners and CBE Non-examiners Renorting Influence of Various
People on Screening Behavior
CBE Non-examiners
Person

(11 = 216)

CBE Examiners
(n = 233)

zH n

Partner

48

52

.00

Mother

128

136

.10

Children

27

21

.92

Doctor

117

165

12.95***

Nurse

96

125

10.28*

Close Friends

85

78

1.77

*£<05. **£<.01. ***£<001.
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Knowledge.
Total knowledge of breast cancer and breast cancer screening was significantly
higher for BSE (F(l, 432) = 20.568, p< 001) and CBE (F(l, 434) = 21.344, p< 001)
examiners than their non-examiner counterparts (see Table 3). A series o f chi-square tests
was performed to determine which individual items were answered correctly more often
by examiners (see Table 4). The Bonferroni correction for multiple univariate tests of
significance (.05/18) renders only item 8 in Table 4 significantly different, but results are
presented to indicate areas in which knowledge may be particularly lacking.

Table 3.
Adjusted Means. Standard Deviations, and Analvsis o f Covariance CANCQVA') Results
for Total Knowledge
Examiners

Non-examiners

M

M

SD

_SD

ANCOVA
F

^

partial

BSE

11.08 2.86

9.77

3.11

17.14***

1,433

.04

CBE

11.20 3.02

9.87

2.94

16.31***

1,435

.04

*£<05. **£<.01. ***£<001.
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Table 4.
Number o f Correct Responses to Individual Knowledge Items for Examiners and Non
examiners fcorrect answers in brackets]
Examiners

Non-examiners

BSE(n=262)

BSE(n=186)

CBE(n=233)

CBE(n=216)

1. Which o f the following can change a woman's breasts? [monthly cycle]
BSE

182

113

3.87*

CBE

160

136

2.21

2. When breast lumps are discovered, how many are cancerous? [most are not cancerous]
BSE

108

60

3.85*

CBE

97

71

3.81*

3. On the average, how many women will get breast cancer at some time during their
lives? [1 woman out o f 8]
BSE

112

61

4.55*

CBE

91

84

.001

4. Who do you think is more likely to get breast cancer? [women over 50]
BSE

99

51

5.08*

CBE

91

59

6.78**

5. Who do you think is more likely to get breast cancer? [women who have had their first
child after 30]
BSE

71

44

.62

CBE

68

49

2.54
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6. Who do you think is more likely to get breast cancer? [women with a close relative
who had breast cancer]
BSE

220

150

.84

CBE

196

175

.75

7. Bumping and bruising breasts can cause breast cancer, [false]
BSE

158

107

.35

CBE

152

113

7.74

8. Fondling and caressing breasts can cause breast cancer, [false]
BSE
CBE

236
216

156
176

3.83*
12.74***

9. Women with breast cancer must almost always have their breasts removed, [false]
BSE
CBE

199
169

121

6.33**

153

.16

10. Do large breasts increase your chances for getting breast cancer? [no]
BSE
CBE

154
134

96
118

2.27
.38

11. Can what you eat increase your chance for getting breast cancer? [no]
BSE

96

66

.06

CBE

88

74

.60

12. Is pain usually associated with breast cancer? [usually not in the initial stages]
BSE
CBE

138
117

84
107

2.58
.01

13. Which of the following is recommended for women 50 and older? [yearly
mammography screening]
BSE

211

147

.08

CBE

197

162

5.95*
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14. A woman who is still menstruating should schedule a mammogram (for
comfort)...[right after her period]
BSE

137

70

9.40**

CBE

121

88

5.64*

15. Women over the age of 40 should have breast exams by health care provider...[every
2 years]
BSE

193

134

.15

CBE

181

147

5.28*

16. When is the best time during the menstrual cycle (your period) for a breast exam?
[about 1 week after your period starts]
BSE

121

57

10.97**

CBE

108

72

7.91**

17. Should a non-pregnant woman should see her physician if she has discharge from her
nipples? [yes]
BSE

231

151

4.23*

CBE

206

177

3.74*

18. Should a woman should see her physician is she has unusual puckering or dimpling of
her breasts? [yes]
BSE

227

146

5.18*

CBE

202

172

4.02*

*£<05. **£<01. ***£<001.
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Somatic amplification/mental health/life orientation/social support.
Analyses of the Somatic Amplification Scale, the Mental Health Inventory, the
Life Orientation Test, and the Social Support measure yielded no differences with regard
to college women who practice breast cancer screening and those who do not.
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CHAPTER 4

DISCUSSION
The present study supports the findings o f previous research indicating that a
majority of college age women do not follow recommendations about breast cancer
screening behaviors (Hailey, 1986). Only about 57% o f participants in this study
reported having performed at least one BSE, and only about 51% reported having had at
least one CBE in their lives. Women who had engaged in screening at least once were
designated examiners for the purposes o f the current research. When participants were
asked how often they perform BSE and CBE, even fewer women reported recommended
frequency. Only 17% o f women in this sample reported performing BSE on a regular
monthly basis as recommended, and 38% o f respondents reported engaging in yearly CBE
as recommended. The higher rate o f recommended CBE practice may be due to the fact
that the recommended frequency for this screening method is lower than that for BSE.
Examiners tended to be older than non-examiners, however, the overall sample showed a
disturbing lack o f adherence to breast cancer screening guidelines.
Consistent with the first hypothesis o f the present study, were found between
examiners and non-examiners in attitudes and beliefs. BSE and CBE examiners had
significantly higher scores than non-examiners on the following subscales ; BSE
confidence, general health motivation, and perceived benefits o f BSE, although the effect
sizes were small. They also had significantly lower scores on the perceived barriers to
BSE subscale. No differences were found for perceived susceptibility or perceived
seriousness scores.
The second hypothesis was not supported, as no differences were found between
36
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examiners and non-examiners with regard to risk estimates and risk reduction expectancy.
Total scores on the Risk Adaptation Questionnaire were not significantly different
between BSE and CBE examiners and non-examiners.
Hypothesis 3 was supported, as examiners were significantly more likely than
non-examiners to report that doctors and nurses influence them in relation to breast
health, while no differences existed for the influence o f romantic partners, mothers,
children, or close friends on participants' breast health.
The final hypothesis in the current study was supported as well. Total
knowledge of breast cancer and breast cancer screening scores were significantly higher for
both BSE and CBE examiners than their non-examiner counterparts. Differences on
individual knowledge items are discussed in the following section. There were no
differences between groups on measures o f psychological well-being.
Much research has been conducted on the subject o f breast cancer screening in
women, particularly in high risk women and women o f different racial and economic
backgrounds. Regardless o f the type of sample each study examines, results o f many
studies have revealed a low adherence to breast cancer screening recommendations.
Beyond that common finding, however, there are still questions as to which factors
heavily influence women's decisions regarding breast cancer screening behaviors. It is
important that research continue to address these questions in order to develop a clearer
picture of what types o f approaches will be effective in increasing adherence to breast
cancer screening recommendations. Increasing adherence to these guidelines will
presumably decrease mortality rates due to breast cancer in the population.
The present study addressed many factors which have been posited in previous
research as having an effect on women's decisions regarding their breast health. Although
several factors appear to be related to BSE and CBE frequency, several others appear not
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to be related, and it is important to note the information that has surfaced regarding these
factors as well.
Many financial resources are utilized for public service mmouncements and other
public messages to women with the purpose of increasing breast cancer screening
awareness, knowledge, and behavior. The ultimate purpose o f the current study is to
assist the creators of those messages to target the factors that will accomplish their goal
most effectively. For example, results o f our study suggest that perceived susceptibility
and perceived seriousness are not factors which are closely related to BSE frequency,
therefore, trying to convince women that they are at risk for disease, or that the disease
has a high mortality rate may not be the most effective way o f increasing BSE frequency.
Targeting the factors which are associated with women's breast cancer screening decisions
will make financial resources more useful in the fight against the deadly effects of this
disease.
The current research found examiners to hold certain beliefs more often than
nonexaminers. For example, examiners tended to have more confidence (self-efficacy) in
their breast cancer screening ability. They tended to believe that they know how to
perform BSE correctly and that they can find a lump using BSE techniques. This was
true for both BSE examiners and CBE examiners, and consistent with other studies, it
suggests that a program that focuses on increasing BSE self-efficacy and confidence would
be successful in increasing frequency o f examinations (Erblich et al., 1999; Mamon &
Zapka, 1985).
Examiners also scored higher on general health motivation scores, indicating that
maintaining good health is important to them, and that they tend to search for new
information to improve their health. Perceiving benefits of BSE also seemed to contribute
to examiners' behavior. They reported feeling good about themselves when they perform
BSE, and they also tended to indicate that they believe BSE will help them find a lump in
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their breasts if one exists. Therefore, campaigns aimed at convincing women that their
overall health is important, and that BSE is a practice with many health benefits would
seem to have potential for increasing screening frequency.
Both BSE and CBE examiners perceived fewer barriers to BSE than did their non
examiner counterparts. They were less likely to believe that BSE is unpleasant, that it
takes too much time, or that it felt awkward to perform. Based on the findings on
barriers, it would seem useful to develop public service announcements that illustrate
women performing BSE and looking confident and happy while doing it, as well as
showing that it takes a minimal amount of time to perform. One program in New York,
for example, created a campaign to encourage mammography for under served women by
making it a celebration o f breast health (Englisbe, Jimpson, Harper, & Cohen, 1995). This
type of program, if used for BSE public announcements, would be likely to increase self
exam frequency based on the results o f our study, which indicate that non-examiners
perceive the task as time consuming and unpleasant. Examiners did not differ from non
examiners in their beliefs about susceptibility to breast cancer or the seriousness o f breast
cancer. One possible explanation for this finding is the fact that the sample in this study
consisted of college age women who were 29 years of age or younger and likely feeling a
youthful invulnerability to disease. However, judging from previous research, it is
possible that seriousness and susceptibility are not factors at all, or that they are only
factors for older women, as would be suggested by the results o f studies done on women
o f an older age where susceptibility and/or seriousness was found to be significant (Savage
& Clarke, 1996). If it is true that these factors are only important for older women, it
would seem effective to develop a more age-specific approach to campaigns aimed at
increasing BSE frequency. The results from the perceived seriousness factor indicate that
scare tactics are not likely to increase screening with younger populations.
Many studies have pointed out the need for health care providers to adequately
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explain BSE techniques and benefits to their patients, and our study supports those
results (Lauver et al., 1999). It was found that among people who might possibly
influence women regarding the subject o f breast health, doctors and nurses seemed to be
the most influential. Romantic partners, mothers, children, and close friends were not
found to influence examiners more than non-examiners, and these results support the
notion that health care providers can influence the health behavior of their patients. It is
thus important to communicate this research to health care providers who may not be
fully aware o f the very significant impact they have on their patients regarding breast
cancer screening.
Analyses of the Risk Adaptation Questionnaire yielded results suggesting that
risk adaptation beliefs are not a driving force in women's decisions about breast cancer
screening. No significant differences were found between examiners and non-examiners
with regard to risk estimates or risk reduction expectancies. It appears, therefore, that
convincing women that they are at risk for dying o f breast cancer might not be an effective
means o f increasing their screening behaviors. These results suggest that, if beliefs are to
be targeted to increase screening behaviors in younger women, beliefs other than risk
estimates and risk reduction expectancies should be targeted.
Knowledge o f breast cancer and breast cancer screening appears to be related to
women's decisions about their screening behaviors. Both BSE examiners and CBE
examiners had significantly higher overall knowledge scores than their non-examiner
counterparts. It is possible that women who know more about breast cancer and breast
cancer screening are less likely to be intimidated by the prospect of an examination
because they know what to expect from an exam, and are therefore more likely to be
willing to go through with one, whether it is conducted by the woman herself or her
doctor. Two notable single knowledge items that were found to be different between
examiners and non-examiners for both BSE and CBE were the knowledge items about
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when to schedule mammograms and when to perform BSE for the most comfort. Both
BSE examiners and CBE examiners were more likely than their non-examiner counterparts
to know the best time o f the month to schedule mammograms and to perform BSE for the
most comfort. It is possible that non-examiners do not know when to perform BSE, so
performing BSE is uncomfortable for them. Therefore, educating women that BSE
performance is most comfortable right after their periods may be a way to increase BSE
performance. Perhaps the factor o f knowledge also relates to the factor o f emotion which,
although addressed in previous research, was not included in the present study as a
separate factor. Perhaps increased knowledge about breast cancer and breast cancer
screening decreases fear and other negative emotions which may sometimes stand as
barriers to completing breast cancer screening behaviors. An example that provides some
support for this contention is that non-examiners in the present study were more likely to
believe that women with breast cancer always have their breasts removed. More
attention to the factors o f knowledge and emotion is warranted in order to more clearly
understand if and how they are related to each other and to behavior.
In addition to financial resources being utilized effectively and adding to previous
research, the current study provides information regarding breast cancer screening
behaviors and beliefs in a population o f young women who are not yet at high risk. As
noted previously, many studies on the subject o f breast cancer are conducted on samples
of high risk women, primarily women over 40 or women o f specific racial or economic
backgrounds. While research on these specific populations o f women is understandable
considering the rates o f breast cancer mortality in these demographic groups, there is a
growing belief that health behaviors need to be instilled early in life (Mamon & Zapka,
1986; Maurer, 1997). This developmental approach to health promotion grows out of
the notion that if health behaviors are instilled prior to the presence o f risk, they have
greater preventive power and become more integrated into the person's lifestyle as habits.
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The challenge that is faced in dealing with young women is a lack o f a sense o f urgency
when dealing with breast health. This research provides some information about behavior
and beliefs in young women which may then be used to discover which factors are useful
in instilling preventive health behaviors in young people.
Despite the statistically significant differences found in these two groups of
examiners and non-examiners, it must be again noted that effect sizes were very small for
attitudes and beliefs, as well as for knowledge. As has been the case for many studies of
behavior change, attitudes account for much less o f the variance than one would expect.
Clearly, the reasons why women engage or do not engage in these behaviors are many and
complex. Attitudes and beliefs may just be a relatively small part of the formula. In
addition, several other limitations of this study should be noted. Although nearly 500
women participated in this study, a larger sample size may have provided a more accurate
picture of that factors that are significant in relation to women and breast health. It is also
important to interpret the findings cautiously because self-report was utilized as the
mode of gathering data, and this method can sometimes be suspect due to demand
characteristics, poor memory, and other factors which may blur the accuracy of selfreport. However, by their own admission, nearly half of all participants had never
performed BSE and nearly half of all participants had never experienced CBE. Even if
their self-report is less than 100% accurate, these numbers are staggering and deserve
attention. Another limitation of the current research is a lack o f qualitative information.
Perhaps a few open-ended questions about why women engage in or do not engage in
breast cancer screening behaviors may have provided even more useful information about
the factors which contribute to women's decisions about breast cancer screening.
This study provides data regarding college age women's breast cancer screening
behavior and beliefs. It emphasizes the important role that health care providers play in
convincing women to perform these examinations more often. It also examines the role
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that education and knowledge play in the demystification o f the procedures and
consequences of not performing them. The role o f beliefs such as self-efficacy, health
motivation, perceived benefits o f BSE and perceived barriers to BSE are also addressed,
highlighting the potential impact these beliefs can have on women and their decisions
about breast cancer screening behaviors. The information reported here can be useful in
developing programs and messages that will be effective in convincing women at younger
ages that it is important to examine their breasts, and to allow their health care providers
to examine them, not just when they are older and at risk, but early in life, so they are able
to develop the habits that may someday save their lives.
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Participant #_
Date

Health Behavior and Psychosocial Profile
Packet
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Background Information
The following are some general questions about you, and some questions about
your mother. Please answer them to the best of your knowledge.
1. How old are you? (years)________
2. Where do you live? (town)_
3. What is your marital status? Are you .. .(Circle the correct one)
a) Single (whether divorced or not)
b) Cohabiting
c) Married
d) Widowed
4. Do you have any children?

If so, how m any?________

5. How many brothers and/or sisters do you have?__________
6. How many years o f formal schooling have you had? (years)
7. Are you currently employed ? _________If so, what kind of work do you do?

8. Are you currently attending school?________ If so, what are you studying?

9. How often do you see the following types o f doctors?( Please indicate times per
year)
a) General Practitioner (G .P.)__________
b) Internal Medicine Specialist _
c) Doctor o f Osteopathy (D.O.)
d) Gynecologist (OBGYN)____
e) Psychiatrist/ Psychologist__
f) Other_____________

10. How would you describe your overall health? (Circle only one answer)
a) Excellent
b) Good
c) Fair
d) Poor

R eproduced with permission of the copyright owner. Further reproduction prohibited without permission.

52

11. Is your mother alive?___________ If she is alive, how old is she?(years)_
12. Does your mother suffer from a chronic illness?_____ If so, what is it?__
13. Did your mother ever have or does she currently have breast cancer? Yes No
Please answer the following to the best o f your knowledge.
1. Have you ever performed a breast self-examination? (circle one) Yes No
(if you answer “No” to this question, please skip to #4)
2. When was the last time you performed a breast self-examination?

3. How often do you perform breast self-examination?
4. Have you ever had a clinical breast examination (an examination o f the breast cone
by a medical doctor)? (circle one) Yes No
(if you answer “No” to this question, please go on to the next page)
5. When was the last time you had a clinical breast examination?______________
6. How often do you have a clinical breast examination?_________________
7. Have you ever had a mammogram? (circle one) Yes No
(if you answer “No” to this question, please go on to the next page)
8. When was the last time you had a mammogram?__________________
9. How many mammograms have you ever h ad ?_____________________
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Q U ESTIO N N A IR E # 1

SU BJEC T #

For the following questions please circle one response for each question.

1. How much can your cancer risk be reduced by things you do to stay healthy? The
risk...

1. Can be reduced a great deal
2. Can be moderately reduced
3. Can be reduced a minor amount
4. Cannot be reduced at all

2. How much can your risk of cancer be reduced by following your doctor’s advice
about cancer screening and prevention? The risk...

1. Can be reduced a great deal
2. Can be moderately reduced
3. Can be reduced a minor amount
4. Cannot be reduced at all

3. If your risk is not reduced, how likely are you to develop cancer?

1. Highly likely
2. Moderately likely
3. Somewhat likely
4. Not at all likely
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4. How certain are you that your cancer risk can be reduced by the things you do to stay
healthy?
1
2
Completely
Uncertain

3

4

5

6

7

8

9

10
Completely
Certain

5. How certain are you that your cancer risk can be reduced by things doctors can do?
1
2
Completely
Uncertain

3

4

5

6

7

8

9

10
Completely
Certain

6. Personally, do you feel your risk of developing breast cancer is...
1
Very Low

2

3

4

5

Low

Moderate

High

Very High

7. Compared to the average person your age and sex, how likely are you to develop
breast cancer at some time?
1
Much Less
Likely

2
Less
Likely

3
About The
Same

4
More
Likely

5
Much More
Likely

8. Compared to the average person in your family, how likely are you to develop breast
cancer at some time?
1
Much Less
Likely

2
Less
Likely

3
About The
Same

4
More
Likely

5
Much More
Likely
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Q U E ST IO N N A IR E # 2

SU B JE C T #

On this questionnaire there are some statements. Please read each statement
carefully and then make an “X” in the box which best describes YOU IN
GENERAL.

NOT
AT
ALL
TRUE

A
LITTLE
BIT
TRUE

M ODERATELY
TRUE

QUITE
A
BIT
TRUE

EXTREM ELY
TRUE

1. W hen so m eo n e e lse cou gh s, it
m akes m e cou gh too.
2. I can ’t stand sm oke, sm og, or
pollutants in the air.
3. I am often aw are o f various things
happening w ithin m y body.
4. W hen I bruise m y self, it stays
n oticeab le for a lo n g tim e.
5. I som etim es can feel the blood
flo w in g in m y body.
6. Sudden loud n o ises really bother m e.

7. I can som etim es hear m y p u lse or
m y heartbeat throbbing in m y ear.
8. I hate to be too hot or to o cold.

9. I am quick to sen se the hunger
contractions in m y stom ach.
10. Even som eth in g m inor, like an
in sect bite or a splinter, really
bothers m e.
1 1 . 1 ca n ’t stand pain.
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Q U E ST IO N N A IR E # 3

SU B JE C T #

Please indicate your degree of agreem ent for each of the following statements by
m aking an “X” in the ap p ro p riate box th at reflects your answer.

TABLE #1

Strongly
Disagree

Disagree

Neutral

Agree

1. I know how to perform breast
self-examination.
2. I am confident I can perform
breast self-examination correctly.
3. If I were to develop breast cancer
I would be able to find a lump by
performing breast selfexamination.
4. I am able to find a breast lump if
I practice breast-examination
alone.
5. 1 am able to find a lump which is
the size of a quarter.
6. I am able to find a lump which is
the size of a dime.
7. I am able to find a breast lump
which is the size o f a pea.
8. I am sure of the steps to follow
for doing breast self-examination.

■

■

9. I am able to identify normal and
abnormal breast tissue when I do
breast self-examination.
10. When looking in the mirror, 1
can recognize abnormal changes
in my breast.
11.1 can use the correct part o f my
fingers when 1 examine my
breasts.
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TABLE # 2

Strongly
Disagree

Disagree

Neutral

Agree

1. I try to discover health problems
early.
2. Maintaining good health is
extremely important to me.
3. I search for new information to
improve my health.
4. I feel it is important to carry out
activities which will improve my
health.
5. I eat well-balanced meals.

6. I exercise at least 3 times a week.

7. I have regular health check-ups
even when I am not sick.
8. I have yearly Pap smears.
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TABLE # 3

Strongly
Disagree

Disagree

Neutral

Agree

1. When I get a recommended
mammogram, I feel good about
myself.
2. When I get a mammogram, I don’t
worry as much about breast
cancer.
3. Having a mammogram, or x-ray
of the breast will help me find
lumps early.
4. Having a mammogram or x-ray of
the breast will decrease my
chances of dying from breast
cancer.
5. Having a mammogram or x-ray of
the breast will decrease my
chances of requiring radical or
disfiguring surgery if breast
cancer occurs.
6. Having a mammogram will help
me find a lump before it can be
felt by myself or a health
professional.
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TABLE#4

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. Having a routine mammogram or
x-ray o f the breast would make me
worry about breast cancer.
2. Having a mammogram or x-ray o f
the breast would be embarrassing.
3. Having a mammogram or x-ray o f
the breast would take too much
time.
4. Having a mammogram or x-ray o f
the breast would be painful.
5. Having a mammogram or x-ray o f
the breast would cost too much
money.

TABLE # 5
1. It is extremely likely 1 will get
breast cancer in the future.
2. 1 feel I will get breast cancer in the
future.
3. There is a good possibility 1 will
get breast cancer in the next 10
years.
4. My chances o f getting breast
cancer are great.
5. I am more likely than the average
women to get breast cancer.
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TABLE # 6

Strongly
Disagree

Disagree

Neutral

Agree

1. The thought o f breast cancer
scares me.
2. When I think about breast cancer,
my heart beats faster.
3. I am afraid to think about breast
cancer.
4. Problems I would experience with
breast cancer would last a long
time.
5. Breast cancer would threaten a
relationship with my boyfriend,
husband or partner.
6. If I had breast cancer my whole
life change.
7. If I developed breast cancer, I
would not live longer than 5 years.
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TABLE # 7

Strongly
Disagree

Disagree

Neutral

Agree

1. When I do breast self-examination
I feel good about myself.
2. When I complete monthly breast
self-examination, I don’t worry as
much about breast cancer.
3. Completing breast selfexamination each month will
allow me to find lumps early.
4. If I complete breast selfexamination monthly during the
next year I will decrease my
chances o f dying from breast
cancer.
5. If I complete breast selfexamination monthly I will
decrease my chances of requiring
radical or disfiguring surgery if
breast cancer occurs.
6. If I complete breast selfexamination, it will help me find a
lump which might be cancer
before it is detected by a doctor or
nurse.
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TABLE # 8

Strongly
Disagree

Disagree

Neutral

Agree

1. I feel funny doing breast self
examination.
2. Doing breast self-examination
during the next year will make me
worry about breast cancer.
3. Breast self-examination will be
embarrassing to me.
4. Doing breast self-examination will
take too much time.
5. Doing breast self-examination will
be unpleasant.
6. I don’t have enough privacy to do
breast self-examination.
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Please rate how much each of the following people or groups of people influence
you in relation to breast health. Mark with an “X” the appropriate box.

TABLE # 9

No
Influence

Slightly
Influence

Moderately
Influence

Strongly
Influence

1. Your husband or partner...
2. Your mother...
3. Your children...
4. Your doctor...
5. Your nurse...
6. Your close friends...

The next group of questions is about knowledge o f breast cancer and breast cancer
screening. Most people will not know all the answers. Please check the answer that
you feel is correct.
1. Which o f the following can change a woman’s breasts?
□ 1. Monthly cycle
□ 2. Menopause
□ 3. Touching the breasts
□ 4. Don’t know

2. When breast lumps are discovered, how many are cancerous?
□ 1. Most are cancerous
□ 2. Most are not cancerous
□ 3. About half are cancerous
□ 4. Don’t know
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3. On the average, how many women will get breast cancer sometime during their
lives?
□ 1 .1 women out of 8
□ 2. 1 women out of 25
□ 3. 1 women out o f 100
□ 4. Don’t know

4. Who do you think is more likely to get breast cancer?
□ 1. Women under 50
□ 2. Women over 50
□ 3. No difference
□ 4. Don’t know

5. Who do you think is more likely to get breast cancer?
□ 1. Women who have had their first child before 30
□ 2. Women who have had their first child after 30
□ 3. No difference
□ 4. Don’t know

6. Who do you think is most likely to get breast cancer?
□ 1. Women with a close relative who had breast cancer
□ 2. Women without a close relative who had breast cancer
□ 3. No difference
□ 4. Don’t know
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7. Bumping or bruising breasts can cause breast cancer...
□ 1. Yes
□ 2. No
n 3. Don’t know

8. Fondling or caressing breasts can cause breast cancer...
□ 1. Yes
□ 2. No
□ 3. Don’t know

9. Women who have breast cancer must almost always have their breasts removed.
□ 1. Yes
□ 2. No
□ 3. Don’t know

10. Do large breasts increase your chances for getting breast cancer?
□ 1. Yes
□ 2. No
n 3. Don’t know

11. Can what you eat increase your chance for getting breast cancer?
□ 1. Yes
□ 2. No
□ 3. Don’t know
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12. Is pain associated with breast cancer?
□ 1. Yes, when a lump develops
□ 2. Usually not in the initial stages
□ 3. Don’t know

13. Which o f the following is recommended for women 50 and older?
□ 1. Yearly mammography screening
□ 2. Mammography screening every 2 years
□ 3. Mammography screening only when symptoms occur
□ 4. Don’t know

14. A women who is still menstruating should schedule her mammogram (for
comfort)...
□ 1. Right before her period
□ 2. Right after her period
□ 3. It does not matter
□ 4. Don’t know

15. Women over the age of 40 should have breast exams by a health care provider.
□ 1. Every 2 years
□ 2. Every 3 years
□ 3. Every year
□ 4. Don’t know
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16. When is the best time during the menstrual cycle (your period) for a breast exam?
□ 1. About I week before your period starts
n 2. During your period
n 3. About 1 week after your period starts
□ 4. Don’t know

17. Should a non-pregnant women see her physician if she has had discharge from her
nipples?
□ 1. Yes
□ 2. No
□ 3. Don’t know

18. Should a women see her physician if she has unusual puckering or dimpling o f her
breasts?
□ 1. Yes
□ 2. No
□ 3. Don’t know
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Q U E ST IO N N A IR E # 4

SU BJEC T #

Please list the people with whom you generally discuss Personal Issues. By
personal issues we mean issues such as health problems, your relationships, your
fears, your insecurities, or anything that is relatively private. Just write the initials
of the person you confide in, in the first box of the table.
After the initials, fill in a one or two word description of the relation each
person has to you (e.g., friend, sister, boyfriend, etc.)
Then mark the appropriate box with an “X” which indicates the degree of
helpfulness or unhelpfulness of your discussions with each person.
Lastly, make an “X” in the yes or no column if you feel this person would
come to you to discuss personal issues. Don't feel you have to fill up all the spaces
provided. Write down as few or as many people as you confide in. If you have no
one you confide in, write NO ONE in the table. If you find you need more spaces,
please inform the interviewer.
I D ISC U SS PERSO NAL ISSU E S WITH:
HELPFULNESS OF DISCUSSION
(Circle only one number)
INITIALS

MAKES
THINGS
A B IT
WORSE

MAKES
THINGS
A LOT
W ORSE

HELPS
THINGS
A B IT

HELPS
THINGS
A LOT

WOULD
THIS
PERSON
COME TO
YOU TO
TO DISCUSS
PERSONAL
ISSUES?
YES

1

2

3

4

5

6
’

I

2

3

4

5

6

7

I

2

3

4

5

6

7

I

2

3

4

5

6

7

I

2

3

4

5

6

7

I

2

3

4

5

6

7

I

2

3

4

5

6

I

2

3

4

5

6

I
1

7

7
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Q U E STIO N N A IR E #5

SU BJEC T#

For each question choose only one answer. Please make an “X” in the box that
corresponds to your choice.

HOW MUCH OF THE TIME, DURING
TH E P A ST MONTH.

ALL OF
THE
TIM E

MOST
OF THE
TIM E

A
GOOD
BIT OF
THE
TIME

SOM E
OF THE
TIM E

A
LITTLE
BIT OF
TIME

1. Has your daily life been full of things
that were interesting to you?
2. Did you feel depressed?
3. Have you felt loved and wanted?
4. Have you been a very nervous person?
5. Have you been in firm control of your
behavior, thoughts, emotions, feelings?
6. Have you felt tense or high-strung?
7. Have you felt calm and peaceful?
8. Have you felt emotionally stable?
9. Have you felt downhearted and blue?
10. Were you able to relax without
difficulty?
11. Have you felt restless, fidgety, or
impatient?
12. Have you been moody, or brooded
about things?
13. Have you felt cheerful, light-hearted?
14. Have you been in a low or very low
spirits?
15. Were you a happy person?
16. Did you feel you had nothing to look
forward to?
17. Have you felt too down in the dumps that
nothing could cheer you up?
18. Have you been anxious or worried?
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Q U E STIO N N A IR E # 6

SU BJEC T #

Please be honest and as accurate as you can throughout. Try not to let your response to
one statement influence your response to other statements. There are no “correct” or
“incorrect” answers. Answer according to your own feelings, rather than how you think
“most people” would answer. Please make an “X” in only one box for each statement.

I
DISAGREE
A LOT

I
DISAGREE
A LITTLE

1
NEITHER
AGREE
NOR
DISAGREE

I
AGREE
A LITTLE

1. In uncertain times, I usually expect
the best.
2. It’s easy for me to relax.
3. If something can go wrong for me,
it will.
4. I always look on the bright side of
things.
5. I ’m always optimistic about my
future.
6. I enjoy my friends a lot.
7. It’s important for me to keep busy.
8. I hardly ever expect things to go my
way.
9. Things never work out the way I
want them to.
1 0.1 don’t get upset too easily.
11. I’m a believer in the idea that
“every cloud has a silver lining” .
12.1 rarely count on good things
happening to me.
13. Overall, I expect more good things
to happen to me than bad.
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